A.‘ . www.spineandsportsdocs.com
4 s]PII'IQ & SP?!ES 183 North Addison Avenue
' - Elmhurst, Hllinois 60126
Phone: 630-834-4540

Fax: 630-834-9990

hysia

MEDICAL HISTORY- INITIAL VISIT

Patient Name:

Date:

Birth Date:

What is the reason for today’s visit?

How long have you had this problem?

How did this problem occur? o Suddenly o Gradually
Is this problem a result of an injury? o Yes o No o0 Workinjury 0 Caraccident 0 Other

If so, please describe the injury:

Which activity or position aggravates the condition most?

o Sitting o Standing 0 Walking 0 Other (please describe):

Which activity or position relieves the condition most?

o Sitting o Standing 0 Walking O Other (please describe):
Are there any changes in your bowel, bladder, or sexual function related to this problem? oYes toNo

If so, please describe:

Are you presently involved in a lawsuit regarding this injury? O Yes o No

FUNCTIONAL HISTORY:

Please describe activities you cannot perform due to this problem:

If you could choose one, most important activity you would like to get “back to,” what would it be?

Have you been declared medically disabled? o Yes o No If so, since when?




Patient Name:
Birth Date:

ROS / FAMILY MEDICAL HISTORY:

o | have none of the medical problems listed below

0 | have no family history of the medical problems listed below

Self Family Self Family
High Blood Pressure Bone diseases
Poor circulation Arthritis
Diabetes Osteoporosis
Ulcers / acid reflux / GERD Depression
Bleeding disorder Anxiety disorder
Kidney problems Other psychiatric illness
Liver problems Neuropathy
Heart attack Carpal Tunnel Syndrome
Irregular heartbeat HIV
Thyroid problems Hepatitis
Immune problems Tuberculosis
Do you have a history of cancer? o Yes o No

If so, what kind?

0 Radiation? o Chemotherapy?

Please list any hospitalizations or surgeries:
DATE REASON

HOSPITAL

SOCIAL HISTORY: (Please list any of the following items that you use even on occasion)

How much?
Coffee / Tea

How often?

How long?

Alcohol

Tobacco

Street drugs

Occupation (if retired or disabled, previous occupation):

PREVIOUS TREATMENT:

Have you seen other physicians for this condition? oYes o No

If yes, indicate below...

0 Anesthesiologist

0 Osteopath

o Chiropractor

O Physiatrist

0 Neurologist

O Psychiatrist

o Neurosurgeon

o Primary Care Doctor

0 Orthopedic surgeon

O Rheumatologist




Patient Name:
Birth Date:

Have you had any of the following treatments? oYes O No Ifyes,indicate below...
Treatment Describe When / number of treatments / | Effective? Ineffective?
months of treatments?
0O Physical therapy | o Stretching OYes oNo | oYes oNo
0 Strengthening
0 Hot / cold packs
O Electrical stim (TENS)
0 Occupational oYes oNo | oYes oNo
therapy
O Bracing oYes oNo | oYes oNo
0 Massage therapy oYes oNo | oYes oNo
o Acupuncture oYes oNo | oYes oNo
O Injections 0 Epidural OYes oNo | oYes oNo
O Facet
o Trigger point
o Surgery o Neurotomy oYes oNo |oYes oNo
O Laminectomy
o Fusion
O Other (describe —)
0 Other oYes oNo | oYes oNo

Have you stopped any medications due to side effects?

oYes oONo Ifyes, indicate below...

MEDICATION

REASON FOR STOPPING

Please list your most recent diagnostic tests. 0O | have not had any diagnostic testing

X-rays MRI Cat Scan | Discogram Myelogram | Bone EMG Other
Scan
Body Part
Date
Place




PATIENT ALLERGIES and /"-‘\9 Spine & Sports
DATE OF BIRTH MEDICATION LIST N~ physiatrists

ALLERGIES: [JLatex [lContrastdye [llodine [IShellfish []Anti-Inflammatories
Please list any allergies:

Please list any medicines you are taking
(including over-the-counter medicines and supplements).
Please write the name of the medicine and the dose if you know it.

MEDICATION/DOSE (For Office Use Only)




A spines sports

rists

Name: Date:

Date of Birth:

WHERE IS YOUR PAIN NOW?

Mark the areas on your body where you feel the described sensations. Use the appropriate symbol.
Mark the areas of radiation. Include all affected areas. Just to complete the picture, please draw in

the face.
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HOW BAD IS YOUR PAIN?
No Pain | i i i i i i i i | Worst Possible

PLEASE MARK THE LINE WITH AN X INDICATING YOUR DEGREE OF PAIN

PATIENT’S SIGNATURE:
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Referral &

Contact Information

Patient Name:

Date of Birth:

Phone Contact Information:

Home Phone: ( ) OK to leave a message? Yes
Cell Phone: () OK to leave a message? Yes
Work Phone: ( ) OK to leave a message? Yes

Referral Information:

www.spineandsportsdocs.com
183 North Addison Avenue
Elmhurst, Illinois 60126
Phone: 630-834-4540

Fax: 630-834-9990

No
No
No

1. How did you learn about Spine & Sports Physiatrists? (Please check all that apply)

[] Physician [] EImhurst Hosp Referral Line

L] Family Member/Friend [_IHinsdale Hosp Referral Line
[]Physical Therapist [] GlenOaks Hosp Referral Line

[ ] other:

2. Who is your primary care physician?

Name:

|:| Insurance Carrier
[ Icase Manager

[ ] Emergency Room

Specialty:

Address:

Telephone: Fax:

3. Who referred you for this evaluation (if different than your primary care physician)?

Name:

Specialty:

Address:

Telephone: Fax:




